Academic Model Providing Access to Healthcare (AMPATH) health center in Western Kenya noted that a donated, finite supply of twocomponent compression bandages was helping to heal chronic leg ulcers, they began to explore the potential of finding a local, sustainable solution. Dermatology and pharmacy teams from AMPATH collaborated with health center providers to address this need. Methods: Following a literature review and examination of ingredients in prepackaged brand-name kits, essential components were identified: elastic crepe, gauze, and zinc oxide paste. All of these materials are locally available and routinely used for wound care. Two-component compression bandages were made by applying zinc oxide to dry gauze for the inner layer and using elastic crepe as the outer layer. Feedback from wound clinic providers was utilized to optimize the compression bandages for ease of use. Results: Adjustments to assembly of the paste bandage included use of zinc oxide paste instead of zinc oxide ointment for easier gauze impregnation and cutting the inner layer gauze in half lengthwise to facilitate easier bandaging of the leg, such that there were two rolls of zincimpregnated gauze each measuring 5 inches 9 2 m. Adjustments to use of the compression bandage have included increasing the frequency of bandage changes from 7 to 3 days during the rainy seasons, when it is difficult to keep the bandage dry. 
INTRODUCTION
Chronic leg ulcers have a significant impact on quality of life and pose a considerable socioeconomic burden on patients, resulting from restricted patient mobility leading to inability to work and increased medical costs. While the epidemiology of chronic leg ulcers in sub-Saharan Africa has not been well characterized, studies from other regions indicate that leg ulcers are relatively common, with 60% of leg ulcers being present for more than 6 months and one-third persisting for over 1 year [1] . Based on the high burden of traumatic soft tissue injuries reported from multiple countries in sub-Saharan Africa [2] [3] [4] [5] , traumatic injury likely contributes to a large proportion of chronic leg ulcers seen in this region of the world. Similarly, lymphedema from primary or secondary etiologies causes progressive functional impairment marked by swelling, physical discomfort, disfiguring changes, skin hardening from fibrosis, poor wound healing, recurrent skin infection, and rarely tumors [6] . For both venous leg ulcers and lymphedema, compression is part of standard of care [6, 7] . With regards to compression therapy for venous leg ulcers, the most recent Cochrane systematic review concluded that multicomponent compression systems are more effective than singlecomponent systems, and two-component bandage systems appear equivalent to four-layer bandages [7] . In resource-replete settings, bandages are applied to the affected leg(s) at a wound care clinic and left in place for 1 week. A commonly used two-component bandage system consists of the Unna boot (zinc oxide-impregnated paste bandage) as the inner layer, followed by an elastic bandage as the outer layer [7] . Each week, bandages are removed at clinic, the affected leg(s) evaluated, and new bandages applied if still indicated. Patients often continue weekly compression bandages for several weeks to months.
When healthcare providers from an Academic Model Providing Access to Healthcare (AMPATH) wound care clinic in Western Kenya noted that a donated supply of Unna boots and elastic bandages (two-component system) was helping to heal chronic leg ulcers, they reached out to other healthcare providers at AMPATH to explore the potential of finding a local, sustainable solution. AMPATH is a partnership between Moi Teaching and Referral Hospital and Moi University College of Health Sciences in Kenya and a consortium of North American academic medical centers. AMPATH, a President's Emergency Plan for AIDS Relief-United States Agency for International Development (PEPFAR-USAID)-supported implementing partner, collaborates with the Ministry of Health to serve a catchment area of over 4 million people and has supported HIV care delivery for over 150,000 patients at over 500 sites across Western Kenya. Using the infrastructure and healthcare delivery model created through HIV care, AMPATH has been providing care for other chronic diseases.
In Western Kenya and similar resource-limited settings, provision of compression therapy is a major challenge due to several barriers: availability, affordability, and access to healthcare facilities. Prepackaged two-component compression bandage systems are either locally unavailable or cost-prohibitive for patients, as imported kits cost 7-20 USD per package. The objective of this project is to identify locally sourced routinely used wound care materials to assemble an affordable two-component compression bandage with a sustainable cost model. This was achieved through literature review to identify essential components of a two-component compression bandage and feedback from wound care providers.
METHODS
To identify essential components of the Unna boot paste bandage, literature review was conducted in MEDLINE Ò and Embase Ò using the following search terms: ''low cost compression therapy,'' ''affordable compression,'' ''affordable compression therapy,'' ''modified Unna boot,'' ''modified paste bandage,'' ''modified paste bandage compression,'' ''low cost paste bandage,'' ''low cost Unna boot.'' Articles in English were reviewed. Ingredients used in Unna's paste and the donated supply of Unna boots were noted.
Subsequently, assembly using essential locally available components of a two-component compression bandage occurred. Following application on a healthy leg to demonstrate ease of use and durability, wound care providers at an AMPATH wound clinic were trained to use the compression bandages. Feedback from providers was used to make adjustments to the compression bandages and to determine the cost of each two-component compression bandage kit.
Compliance with ethics guidelines
This article does not contain any studies with human participants or animals performed by any of the authors.
RESULTS
Literature review resulted in three relevant articles [8] [9] [10] , all of which were available in : water, glycerin, zinc oxide, cetearyl alcohol, ceteareth-20, mineral oil, Cyamopsis tetragonoloba gum, xanthan gum, imidazolidinyl urea, lactic acid, methylparaben, propylparaben English. Table 1 summarizes the paste ingredients found in these articles, Unna's teachings, and donated bandages. In all instances, the paste is applied to gauze to create the pasteimpregnated bandage.
As seen in Table 1 , the ingredients shared by the various Unna boot paste bandages were zinc oxide and glycerin. With limited local availability of glycerin, the essential locally available components of the inner layer of the twocomponent compression bandage were identified as zinc oxide and gauze, both of which are routinely used in wound care. Elasticity was identified as an essential component of the outer layer and locally available as elastic crepe. Two-component compression bandage kits were made by applying zinc oxide to dry gauze for the inner layer and using elastic crepe as the outer layer. See Fig. 1 for details on assembly. The inner layer gauze measured 10 inches 9 2 m. Adjustments to assembly of the paste bandage included use of zinc oxide paste instead of zinc oxide ointment due to easier gauze impregnation and cutting the inner layer gauze in half lengthwise to facilitate easier bandaging of the leg, such that there were two rolls of zinc-impregnated gauze each measuring 5 inches 9 2 m. Continuous local acquisition of all components led to lower price quotes for bulk materials, driving down the production cost and enabling a cost to the patient of 200 KSh (2 USD) per two-component compression bandage kit. This has been considered affordable by patients. The layered compression bandage kits are distributed through a network of AMPATH revolving fund pharmacies located throughout Western Kenya. The revolving fund pharmacy model allows for stable provision of medications and medical supplies by using revenues generated from sales to restock, ameliorating the effects of stock-outs at government facilities [11] .
Adjustments to use of the compression bandage have included increasing the frequency of bandage changes from 7 to 3 days during the rainy seasons. If the compression bandage gets wet, then foul odor from microbial overgrowth can occur. For patients who have legs with smaller limb volume, providers have been able to use only one of the two rolls of zincimpregnated gauze per visit, which reduces the cost for patients as bandages are purchased less frequently. Wound care providers have provided anecdotal reports of healed chronic leg ulcers (from venous stasis, trauma), improved lymphedema, and patient tolerance of compression.
DISCUSSION
The motivation for, and development of, lowcost locally sourced two-component compression bandages in Western Kenya are described above. There are several limitations and considerations to be addressed in future work.
First, compared with manufactured prepackaged products, these locally sourced paste bandages do not contain preservatives, which have antimicrobial properties. The absence of preservatives could impact the shelflife of the compression bandages. As such, use of these compression bandages as close to assembly as possible is recommended. Providers have been trained and instructed to monitor for infections at every clinical visit. Second, the amount of pressure from compression has not been measured and is variable depending on the operator. This will need to be addressed through measurements on working pressure and pressure on rest so that standardization of compression can occur. Third, beyond the anecdotal reports of healed ulcers, the efficacy of using these compression bandages for managing chronic leg ulcers of venous stasis or traumatic injury etiology and lymphedema needs to be assessed. These studies are ongoing. Reproducibility in similar settings should also be demonstrated.
Lastly, providers' experience to-date suggests that adaptations to the standard use of twocomponent compression bandages in resourcereplete settings are needed to optimize their use in Western Kenya and similar settings. For example, environmental conditions and exposures can affect patients' ability to keep the bandages dry, which is important for minimizing infection risk and maximizing comfort. In addition to experiencing multiple rainy seasons, the average person in Western Kenya is Fig. 1 Step-by-step assembly of low-cost locally sourced two-component compression bandages regularly exposed to dirt and dust, as tarmac roads and sidewalks are the exception; the majority of transportation occurs via foot, bicycle, motorbike, or public shared van. As such, providers have increased the frequency of bandage changes to twice weekly as needed. Moreover, use of two-component compression bandages can become a significant recurrent cost, as they are typically applied at a healthcare facility. Patients may need to travel a long distance to reach the health center, leading to additional travel costs and lost income from decreased work productivity. As such, homeand community-based care delivery models utilizing task shifting should be explored for their potential to minimize access and cost barriers.
CONCLUSIONS
Low-cost locally sourced two-component compression bandages were developed for use in Western Kenya. Their use has been initiated at an AMPATH health center and is poised to meet the need for affordable compression therapy options in Western Kenya. Ongoing studies include evaluation of efficacy in treating chronic leg ulcers and Kaposi sarcoma lymphedema. Future work should address adaptation of the compression bandages for optimal use in Western Kenya and evaluate reproducibility of these bandages in similar settings, as well as consider home-or community-based care delivery models to mitigate transportation costs associated with accessing healthcare facilities.
